the assistant surgeon to allow the insertion of the AUS cuff. First, the peritoneum is opened just above the seminal vesicles. The space between the posterior part of the prostate and the seminal vesicles is dissected. The bladder is then released down and the Retzius space is dissected. The lateral sides of the prostate are dissected and the endopelvic fascia is opened on both sides. A Prograsp forceps is used to open the angle between seminal vesicles and bladder on both sides from inside to outside. A measurement tape is then passed around the bladder neck and the AUS cuff is inserted through the 12-mm port. The balloon is implanted in the Retzius space through a 3 cm suprapubic incision and the pump is placed in the scrotum by a subcutaneous passage made from the suprapubic incision CONCLUSIONS: This video report the feasibility of robotassisted periprostatic AUS implantation in male patient with neurogenic stress urinary incontinence. The benefits of positionning the AUS cuff around the bladder neck (vs. bulbar urethra) and of the robotassisted approach to perform this periprostatic implantation (vs. open or laparoscopic approaches) remain to be proven by clinical research studies.
INTRODUCTION AND OBJECTIVES:
Bladder stones in elderly men are commonly associated with bladder outlet obstruction. To date, there are many different treatment modalities have been presented for both these conditions. The aim of this study is to evaluate the safety and feasibility of a novel approach to photovaporise prostate as well as laser cystolithotripsy as an alternative method of utilizing GreenLight laser only.
METHODS: In a prospective study conducted between January 2013 to July 2016, 23 patients with significant bladder outlet obstruction with presence of bladder calculi underwent both photovaporisation of prostate and cystolithotripsy in a single operation using single instrument via GreenLight laser. Patients diagnosed with bladder calculi and concurrent prostate hyperplasia underwent lithotripsy using greenlight photovaporisation side firing after completion of photovaporisation of the prostate were included in this study.
RESULTS: Twenty five patients underwent simultaneous laser cystolithotripsy and photovaporisation of prostate. The median Median patient age was 67 years (range 59-89). Median pre-operative prostate volume was 70cc (range 38-160). Stone size ranging from 1 -4cm with variable number of stones (1-18) were fragmented with good results, bladder debris washout. There were no complications. An average of 316000 Joules were used to treat both vesical calculi and BPH. Majority of calculi analysis showed mixture of calcium oxalate, calcium phosphate and uric acid. Laser fiber lasted through both procedures without damage and not requiring replacement throughout the surgery. One case required percutaneous cystostomy for stone extraction.
CONCLUSIONS: The findings on this study shows that GreenLight laser is a minimally invasive and safe technique to treat both enlarged prostate with bladder calculi. This method can be used as an alternative method of treatment by using single instrument approach and could possibly prevent potential open procedure. METHODS: A 61 year-old man presented with LUTS refractory to medication that progressed to hematuria and urinary retention. Cystoscopy and CT urogram demonstrated a markedly enlarged prostate >110gm. The patient elected for robotic-assisted simple prostatectomy. However, he was a Jehovah 0 s Witness on chronic anticoagulation and refusing blood transfusions. The decision was made to perform PAE preoperative to reduce bleeding risk. PAE was performed the day prior to surgery. A catheter was inserted into femoral artery to the external iliac artery to the internal iliac artery. Digital Subtraction angiography was used to identify the prostatic arteries, which were embolized with 100-300 and 300-500 mm Tris-acryl Gelatin Microspheres (Embosphere; Merit Medical Systems Inc, South Jordan, Utah, USA), until there was no appreciable flow to the prostate from either artery. Intraprocedural cone beam CT was performed, which yielded detailed vascular anatomy and confirmed targeted embolization. The following day, the patient underwent robotic-assisted simple prostatectomy.
RESULTS: The prostate enucleation planes were noticeably avascular, allowing for minimal blood loss and good visualization. Console time was 189 minutes with an estimated blood loss of 100mL and no postoperative hematuria. Whole-mount pathology demonstrated mild ischemic changes and confirmed presence of microspheres within prostatic tissue, indicative of successful PAE. The patient had an uneventful postoperative course and was discharged on postoperative day 2 with no complications. He successfully passed a trial of void and reported resolution of urinary symptoms.
CONCLUSIONS: We describe a novel multidisciplinary approach using PAE prior to prostate surgery for BPH as a means of preoperative risk reduction in a high-risk patient. Preoperative PAE could potentially be used for risk reduction in other high-risk patients requiring complex surgery for BPH and could be combined with the surgical approach preferred by the surgeon.
Source of Funding: none

V5-06 ROBOT-ASSISTED SIMPLE PROSTATECTOMY IN PATIENTS WITH LARGE VOLUME BPH (>100 ML): INDICATIONS, TECHNIQUE AND RESULTS BASED ON 81 PROCEDURES
Paolo Umari*, Nicola Fossati, Alexander Heinze, Aalst, Belgium; Ruben De Groote, Aalts, Belgium; Geert De Naeyer, Peter Schatteman, Alexandre Mottrie, Aalst, Belgium INTRODUCTION AND OBJECTIVES: Open adenomectomy (OSP) is still considered the gold standard surgical treatment for patients with large volume benign prostatic hyperplasia (BPH). Recently, minimally invasive techniques has been proposed in order to reduce the morbidity and complication rates. Here we present the technique and results of our Robot-assisted simple prostatectomy (RASP) series.
METHODS: 81 patients with large volume BPH (>100 ml) underwent RASP through a transperitoneal access. All the procedures were performed with the DaVinci Si robotic system in a four arm configuration. Patients were preoperatively assessed with transrectal ultrasound and uroflowmetry. Baseline functional parameters including International Prostate Symptom Score (IPSS), Maximum Flow Rate (Qmax) and Post-Void Residual (PVR) were assessed postoperatively during the follow-up. Perioperative outcomes included operative time (OR time), catheterization time (CV time) and length of hospital stay (LOS). Complications were recorded and graded according to the Clavien-Dindo classification.
RESULTS: The median age was 69 years (IQR 66-76) and 48 (62%) of the patients had a Charlson Comorbidity Index of 2 or more. The median prostate volume was 130 ml (IQR 111e190) and 28 (34%) patients had an indwelling catheter prior surgery. Patients showed a significative improvement of functional outcomes, with a median Qmax improvement of +15 ml/s and a decrease of the IPSS and PVR of -20 and -73 ml respectively. The median OR time was 105 min (IQR 85-150) and the median estimated blood loss was 250 ml (IQR 105-320). The median CV time and LOS time was 3 and 4 days respectively. The overall postoperative complication rate was 31% with no grade 4 and 5 complications.
CONCLUSIONS: In our RASP series we obtained a significative improvement of functional outcomes with an acceptable risk of perioperative complications. This technique could be considered an interesting option for surgeons that have completed their learning curve performing an adequate number of robot-assisted radical prostatectomys and in case of concomitant pathologies needing a surgical approach as vescical stones, bladder diverticula or inguinal hernia.
Source of Funding: none
V5-07 PERINEAL ARTIFICIAL URINARY SPHINCTER (AUS) WITH HIGH SUBMUSCULAR (HSM) PLACEMENT OF PRESSURE REGULATING BALLOON (PRB)
Billy Cordon*, MIAMI BEACH, FL; Allen Morey, Dallas, TX
INTRODUCTION AND OBJECTIVES: In patients undergoing
Artificial Urinary Sphincter (AUS) placement, with a history of major pelvic surgery, avoidance of the Space of Retzius with traditional placement of the Pressure Regulating Balloon (PRB) may be beneficial. This video presents perineal AUS placement with high submuscular placement (HSM) of the PRB.
METHODS: A perineal incision provides excellent exposure of the bulbar urethra for proximal bulbar urethral cuff placement. Via a separate 2cm high scrotal incision the external inguinal ring is identified. A pediatric Deaver is placed within the superficial ring and blunt finger dissection used above the transversalis fascia develops a space below the rectus that accommodates the PRB. Using one's index finger the PRB is then easily placed in the HSM space without any additional instrumentation. Finally through this same incision a subdartos pouch is created for pump placement. The AUS is cycled and deactivated and the wound is closed in multiple layers.
RESULTS: There is no difference in revision rates between HSM PRB placement versus Space of Retzius placement.
CONCLUSIONS: HSM placement of the PRB at the time of AUS implantation avoids the Space of Retzius with associated potential bladder, bowel, or vascular injury and/or complications. HSM placement avoids peritoneal placement post-robotic prostatectomy. HSM placement is safe, effective, can easily be learned and implemented, and may be used with concomitant IPP placement. METHODS: Video of the surgical technique accompanied by slides and voiceover explanation of the steps RESULTS: A novel anterior-posterior HoLEP dissection technique allows faster operation time and potential continence improvement. We demonstrate our version of this technique and present early operative outcomes. After cystoscopy a posterior groove is created at the 6 o'clock position in a bilobar gland. If there is a prominent median lobe the groove is cut at either 5 or 7 o'clock. The groove is extended to the veramontanum and to depth of capsule. The edges of the lateral lobes on either side of the veru are incised. The scope is rotated to visualize the anterior commissure and retracted to identify the edge of the lateral lobes and the sphincter. The anterior commissure is then incised at 2 Joules/20 Hz Setting. The dissection plane is located anteriorly with a series of short incisions. We identify this plane on both sides at this point as it can be difficult to find it later once a lateral lobe is completely resected on one side. Once the plane is apparent, lateral lobe dissection is begun. The lateral lobe is dissected from the top down, allowing faster dissection time than the traditional technique. The mucosal strip is easily visualized as the apical dissection is performed from top down. This eliminates the need to encircle the mucosal strip reducing enucleation time. Given sphincter proximity, 2 Joules/20 Hz laser setting is again used. Once the entire lobe dissection is completed, the lobe is pushed into the bladder. The residual cavity is inspected and hemostasis controlled. Finally, tissue is morcellated with a Wolf PIRANHA instrument. Retrospective review of HoLEPs from December 2015 to April 2016 was performed. 49 patients who underwent anterior posterior technique were compared with 37 who underwent traditional posterior to anterior enucleation. Mean enucleation time and mean enucleation rate were both faster with the novel, top-down approach.
Source of Funding: Educational Grant from Boston Scientific
CONCLUSIONS: We demonstrate a novel top-down HoLEP enucleation technique with promising early operative results.
Source of Funding: None
V5-09 HOLMIUM LASER ENUCLEATION OF A PROSTATIC ABSCESS
Marcelino Rivera*, James Lingeman, Amy Krambeck, Indianapolis, IN INTRODUCTION AND OBJECTIVES: A prostatic abscess is a commonly encountered localized genitourinary infection, best treated with surgical resection. Traditional transurethral resection places the urinary sphincter in jeopardy of thermal injury in the event of an apically located abscess.
METHODS: We present a 69 year old male with a several week history of dysuria and back pain. He presented to his local physician for evaluation and after CT imaging was diagnosed with a psoas abscess, diskitis/osteomyelitis and a prostatic abscess. The prostatic abscess was noted to be in an extremely apical location posing a significant risk of thermal injury with a standard resection. Therefore, a holmium laser enucleation of the prostatic abscess was performed. Vol. 197, No. 4S, Supplement, Saturday, May 13, 2017 THE JOURNAL OF UROLOGY â e601
